Dear Editor, The interesting short report of Erkek et al. [1] describes a 10-year-old girl with inorganic mercury intoxication, possibly because of inorganic mercury overexposure while attempting to swim into a creek of cultivated area. Perhaps the reason for very high levels of mercury in the creek waters was due to improper mercury disposal.
In the Discussion section, the authors state that "...... findings of hemolysis disappeared rapidly which was consisted with inorganic mercury intoxication" [1] . It has been reported that both inorganic mercury (mercuric mercury, Hg 2+ ) and organic mercury (methyl mercury, CH 3 Hg + ) are able to induce rapid hemolysis in human erythrocyte in vitro [2] . It is difficult to attribute causation of hemolysis to inorganic mercury alone.
With regard to the chemical identification of mercury involved in this case of poisoning, in the absence of mercury speciation, which would have allowed to know the exact chemical nature of mercury, the assessment of mercury red blood cell (RBC)/plasma distribution analysis would have provided more useful data.
It is well known that a ratio of 1:1 may suggest a high probability of exposure to inorganic mercury. By contrast, if the mercury is present mainly in the RBC compartment (by a plasma to RBC ratio of 1:10), it is highly suggestive of previous overexposure to organic mercury. This is a simple solution to a problem in clinical toxicology.
Authors suspected inorganic mercury poisoning, and if it is so, why, therefore, was the child subjected to a chelation therapy with DMSA instead of DMPS? DMPS is more specific for inorganic mercury [3] . A case of hemolytic anemia has been reported associated with the use of DMSA in a patient with G6PD deficiency. Blood test for G6PD may be useful before using DMSA [3] .
This valuable case report highlights the complexity of diagnosis and treatment of serious mercury poisoning.
